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Abstract
Introduction: Epiploic appendagitis is a rare cause of focal abdominal pain which, depending on
its localisation, can mimic a variety of abdominal diseases. We describe a patient with an inflamed
necrotic appendix epiploicum with immediate contact to a non-inflamed appendix vermiformis
mimicking acute appendicitis. Considering the rare localization, this is the first report of this kind
in the literature.
Case presentation: We present the case of a 50-year-old Caucasian man who presented with
classic signs of acute appendicitis. On clinical exam, McBurney and Blumberg signs were positive.
Additionally he had fever, leucocytosis (12/nl) and a slight increase in C-reactive protein (1 mg/dl).
Based on the clinical presentation, the patient was taken to the operating room to perform an
appendicectomy. Surprisingly, we found an inflamed necrotic appendix epiploicum, located
immediately on a non-inflamed appendix vermiformis, which was ligated and excised.
Conclusion: This case report demonstrates that epiploic appendagitis can mimic acute
appendicitis on clinical exam and should be considered in the broad spectrum of abdominal disease
presenting with right lower quadrant pain.
Introduction
Appendices epiploicae are 50 to 100 fatty appendages
located on the three large muscle bands known as the tae-
nia coli. They are supplied by small end-arteries originat-
ing from the colon. In cases of torsion, the blood supply
of the appendage is altered and infarction of the append-
age can result. This can be etiological for right or left lower
abdominal quadrant pain which can mimic diverticulitis,
appendicitis and a variety of other abdominal diseases
clinically [1].
The taenia coli mostly fuse together to become the appen-
dix vermiformis. In this case report, we describe a patient
with an inflamed, necrotic appendix epiploicum lying
immediately on a non-irritated appendix vermiformis
mimicking acute appendicitis.
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We report on a 50-year-old Caucasian man with a 72-hour
history of right lower quadrant pain. Three days before
presenting in our department, the pain had started in the
mid-epigastrium and had gradually shifted to the right
lower quadrant. There were no other signs of abdominal
pathology, no nausea or vomiting. Bowel movements and
micturition were described as normal. Besides his obesity,
he was suffering from hypertension and hypercholesteri-
naemia. He had a history of previous abdominal surgery
because of a stab wound injury 17 years ago.
On clinical exam, the abdomen was markedly tender with
rebound tenderness in the right lower abdominal quad-
rant (positive Blumberg sign) and positive McBurney sign.
The remaining abdomen was soft. There was no sensitivity
on percussion and psoas sign was negative. Peristalsis was
normal in all four abdominal quadrants, the kidneys were
non-tender on palpation, the recto-digital exam was nor-
mal. Echographic findings showed dilation of intestinal
loops and pathognomonic pendulating bowel motion.
Laboratory findings revealed leucocytosis (white blood
cell count, 12/nl) and a slightly elevated C-reactive pro-
tein (CRP, 1 mg/dl). The patient had begun experiencing
fever with the onset of pain 3 days before.
The patient was clinically diagnosed as having acute
appendicitis and was taken to the operating room. At
diagnostic laparoscopy, we found a macroscopically nor-
mal, non-irritated appendix vermiformis. An inflamed,
necrotic appendix epiploicum was found lying immedi-
ately above the non-irritated appendix vermiformis caus-
ing the patient's symptoms (Figure 1). The necrotic
appendix epiploicum was ligated and excised laparoscop-
ically. The postoperative course was uncomplicated and
the patient was discharged from the hospital on the sec-
ond postoperative day.
Discussion
Inflammation and necrosis of appendices epiploicae is
one potential cause of acute abdominal pain and a differ-
ential diagnosis for a variety of abdominal diseases. It is a
condition which is difficult to diagnose due to the lack of
pathognomic clinical features. In addition, it is still a rare
diagnosis with low awareness among general surgeons
and emergency physicians often causing a diagnostic
dilemma. However, there are some characteristics which
have been described. Patients are middle aged (40 to 45
years) and present with sharp localized pain mostly in the
right or left lower abdominal quadrant [2]. Additional
signs of abdominal pathology such as nausea, vomiting or
diarrhoea are absent. White blood cell count (WBC) is
normal to slightly elevated with a slight increase in CRP
values (0.1 to 1.5 mg/dl). Ultrasonography can show a
characteristic hyperechoic, non-compressible ovoid mass
adjacent to the colonic wall [3]. In doubtful cases, a com-
puted tomography (CT) scan may be used to aid the cor-
rect diagnosis [4]. Therapy is widely conservative with oral
anti-inflammatory medication, however, if diagnosed
intra-operatively, ligation and excision of the necrotic tis-
sue is favoured [5]. In doubtful cases, we prefer explora-
tory laparoscopy as a curative form of therapy rather than
CT scans to avoid radiation exposure in healthy young to
middle aged individuals. However, there is a lack of stud-
ies dealing with alternative therapy for inflamed appendi-
ces epiploicae which is a topic of controversy in the
medical literature.
Conclusion
Inflammation and subsequent necrosis of a pericecal
appendix epiploicum should be considered as a differen-
tial diagnosis of right lower abdominal quadrant pain
potentially mimicking acute appendicitis.
A raised necrotic, inflamed appendix epiploicum (white spot) which was lying immediately on a non-irritated appendix ver-miformis (black star)Figur  1
A raised necrotic, inflamed appendix epiploicum 
(white spot) which was lying immediately on a non-
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